There has been agreement among the speakers on the broad outline of interaction of anoxic and capnaeic drives. However, there have been interesting disagreements, as for instance between Dr Cunningham and Dr Weil, over the immediate response to high altitude. When experienced workers get conflicting results the explanation usually lies in some unconsidered difference in technique, and indeed breathing is very liable to be so influenced. Although a uniform pattern of response to the chemical stimuli can be established, there is a surprisingly great variation in the vigour of response among normal individuals. One of the baffling problems in respiratory medicine is why some patients with airways obstruction hypoventilate and develop anoxic cor pulmonale, while others, perhaps with greater obstruction, do not. The variability among normal subjects means that the hypothesis that the outcome in disease is determined by the premorbid constitution must be taken seriously, though it does not easily explain the negative association of hypoventilation and emphysema.
One clinical fact that has not been discussed here is that patients with increased work-cost of breathing often hyperventilate, and this is true not only of acute states like asthma and left ventricular failure, but also of primary emphysema and sclerosing alveolitis. This behaviour contrasts strongly with the effects of adding external loads, and reminds us that abnormal afferent impulses from lungs and airways can contribute to ventilatory drive in disease. A deficiency in this mechanism is thus another possible factor in the genesis of anoxic cor pulmonale.
Meeting 18 The development of EEG telemetry over the past two decades has provided a valuable technique for the study of epileptic patients (Stevens et al. 1971 , Ives et al. 1973 , Sato et al. 1973 , Geier et al. 1974 
